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Abstract: An internal hernia is the protrusion of visceral contents through a congenital or 
acquired defect in the peritoneum or mesentery within the abdominal cavity. In approxi
mately 0.6–5.8% of patients with small intestinal obstruction, the cause is internal hernia, 
with paraduodenal hernias accounting for approximately 40% of cases. Here, we present the 
case of a 51-year-old man diagnosed with obstruction of the small intestine caused by 
a hernia on the left side of the duodenum. The treatment involved returning the bowel 
loops to the normal position and closing the hernia pocket using Prolene 2.0 sutures. The 
duration of the surgery was 30 min. Five days later, the patient’s condition was stable and he 
was discharged from the hospital; at the 32-month postoperative follow-up, he remained in 
stable condition with no recurrence. An abdominal computed tomography scan is valuable 
for early diagnosis of paraduodenal hernia in the absence of complications, and the cause can 
be identified and the bowel returned to the normal position by endoscopic surgery, with 
closure of the hernia pocket if the intestine does not stick to the pocket. 
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Introduction
An internal hernia is the protrusion of visceral contents through a congenital or 
acquired defect in the peritoneum or mesentery within the abdominal cavity. It 
may occur naturally (eg, Winslow hernia), or as a result of fetal mesenteric 
abnormalities. In approximately 0.6–5.8% of patients with small intestinal 
obstruction, the cause is internal hernia, with paraduodenal hernias accounting 
for approximately 40% cases.1,2 The symptoms of left-side paraduodenal hernia 
are nonspecific,3 ranging from intermittent abdominal pain (when the hernia is 
not obstructed) to acute abdominal pain (when there is strangulation of the 
hernia pocket along with bowel necrosis); therefore, diagnosing this pathology 
is difficult. Abdominal computed tomography (CT) is a useful diagnostic tool, 
and surgical management options are laparoscopic or open surgery.4 Here we 
present a case of small intestinal obstruction caused by a left-side paraduodenal 
hernia that was diagnosed prior to surgery based on CT scan results and then 
successfully treated by surgery.

Case Presentation
At around 5 a.m. on November 4, 2017, a 51-year-old Vietnamese male patient 
without any history of abdominal surgery was admitted to the emergency depart
ment with acute abdominal pain in the left abdomen accompanied by nausea, 
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vomiting, and abdominal distention. The patient had been 
experiencing occasional abdominal cramps after meals 
that lasted for about 15 min, and subsided when he was 
in the supine position. His vital signs were normal. There 
was an 8 × 8-cm mass in the lower left abdominal quad
rant, and the patient reported acute pain when pressure 
was applied to left mid-abdominal wall (Figure 1).

Laboratory results were normal. The abdominal X-ray 
showed signs of air fluid, and the CT scan of the abdominal 
cavity revealed hernias on the left side of the duodenum with 
slightly dilated small bowel straps concentrated in the upper 
left quadrant between the stomach and pancreas (Figure 2).

The patient was diagnosed with intestinal obstruction 
caused by a hernia on the left side of the duodenum. 
Open surgery was selected in favor of laparoscopic surgery 
as the treatment because the small intestine was attached to 
the hernia pocket and could not be processed through endo
scopy. The lesion was an 8 × 8-cm hernia pocket, herniated 
organs were the small intestine straps with congestion 

lesions; and no ischemia or necrosis was observed, although 
the bowel above the site of obstruction was enlarged (Figure 
3). The treatment involved returning the bowel loops to the 
normal position and closing the hernia pocket with Prolene 
2.0 (Figure 4). The duration of the surgery was 30 min. Five 
days after surgery, the patient’s condition was stable and he 
was discharged from the hospital. At the 32-month post
operative follow-up, the patient remained stable and there 
was no recurrence.

Discussion and Conclusions
Despite being a rare condition, paraduodenal hernias are 
a common type of internal hernias.5 Neubauer was the 

Figure 1 Photograph of the abdominal distension on the left side.

Figure 2 Image from a computed tomography scan showing an unusual pocket (A and B).

Figure 3 Photograph of the left hernia hole.
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first to describe a hernia around the duodenum during an 
autopsy in 1786. In 1989 and 1890, hernias around the 
duodenum were classified into 2 types, left and right. 
The embryonic origin of a right-side hernia resulting 
from defective or incomplete central rotation was first 
reported in 1923. In 1935, left paraduodenal hernia was 
described as a defect involving the fusion of the left 
colon and mesentery.6 In this case, the intestine was 
observed to have completed rotation, so the left para
duodenal hernia was considered as a defect. Hernias on 
the left side (Waldeyer hole hernia) are 3 times more 
common than those on the right side (Landzert hole 
hernia).7 A hernia around the duodenum can occur at 
any age but usually appears at around 40–60 years old 
(mean age: 38.5 years), and the male-to-female ratio is 
3:1.8 In left paraduodenal hernias, the neck of the sac is 
limited by the front of the left middle colon branches, 
and the lower front part is the transverse colon behind 
the inferior mesenteric veins.9

Peri-duodenal hernias have few symptoms, and are 
mainly detected by laparotomy or autopsy.3 The symptoms 
are often vague—ranging from an uncomfortable feeling 
to acute intestinal pain—and usually appear after a meal 
(especially a large one), and the pain often does not sub
side after changing positions. In the present case, the 
patient experienced abdominal pain after a long meal, but 
it should be noted that the pain subsided when he was in 
the left recumbent position.1 Some symptoms associated 
with periduodenal hernias such as abdominal pain, vomit
ing, and nausea can lead to a misdiagnosis of peritonitis 
with biliary tract disease or peptic ulcer.6 Symptoms 

manifest when there is intestinal obstruction and necrosis 
of the intestine. The most effective diagnostic tool for 
a hernia around the left duodenum is CT, with a typical 
image showing the hernia sac containing the intestinal 
straps at the back of the stomach or compression of the 
superior mesenteric artery that displaces the mesenteric 
body to the right and pushes the colon downwards.10

Patients with left paraduodenal hernia have a 50% risk 
of recurrence throughout their lifetime with a mortality 
rate of 20–50% for acute cases.11,12 Therefore, surgery is 
proposed after diagnosis regardless of whether there are 
symptoms. This can be either laparoscopic or open surgery 
with the basic aim of releasing the hernia, and correcting 
the anatomic defect.13 There are many reports of cases that 
were safely and effectively treated by laparoscopic sur
gery. However, open surgery is recommended in cases 
where the hernia presents with anemia, necrosis, or adhe
sion in the hernia sac, with laparotomy being the best 
choice in cases of unknown bowel obstruction.4,9,14,15

In conclusion, left-side paraduodenall hernias are 
rare and typically manifest as ileus or necrotic bowel 
symptoms. An abdominal CT scan is valuable for 
early diagnosis when there are no complications. 
Endoscopic surgery can resolve the hernia and return 
the bowel to the normal position, with closure of the 
hernia pocket if the intestine does not stick to the 
pocket.

Data Sharing Statement
All data generated or analysed during this study are 
included in this published article.

Figure 4 Photographs of the bowel before (A) and after (B) closure of the herniated left side of the duodenum.
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